
rapidly building up, and supporting by constantly
increasing evidence, may be grouped as follows :

1. Inebriety is more widely extended in this coun¬

try, and of greater fatality, than all other diseases.
This fact is not practically recognized because the
theories of its origin are still involved in supersti¬
tion.

2. No one cause or disease so greatly perils the so¬
cial sanitary and physical conditions of life and liv¬
ing, as inebriety. No one cause has greater influence
in its production, than heredity.

3. The degeneration of brain and nerves, that al¬
ways follows the excess of the use of alcohol, goes
down to the next generation with absolute certainty,
appearing in some form or other.

4. The remedy is to stop this polluted stream at
the fountain ; to prevent the marriage of inebriates ;
to make marriage a public act, in which the welfare
of society and civilization are concerned ; to prevent
the transmission of disease of any kind from heredity ;
to make it a criminal act to marry where both par¬
ties are defective.

5. To study the unsanitary conditions of life and
living which predispose to inebriety ; to realize that
certain lines of conduct and failure to live properly
are dangerous and fatal ; that education may be more

dangerous than ignorance if applied wrongly ; to real¬
ize that inebriety is always evidence of brain failure
and defect with exhaustion, which can be seen, and
prevented by physical means and appliances.

6. The question of remedies begins first from actual
physical means and conditions which control and in¬
fluence other physical states : such as the removal of
causes, and placing the man in the best possible state
to recovery.

7. The present legal treatment of inebriety by fines
and imprisonments fails most disastrously. The de¬
generation from which inebriates suffer are increased,
and the victim is both literally and theoretically
trained to worse and more incurable conditions. The
lower courts, by indiscriminate fines and imprison¬
ment, are doing irreparable injury under the guise of
curing and preventing this disorder.

8. All scientific study points to the only rational
remedy, which comes from recognition of the disease
of the inebriate, and the need of physical restraint
and treatment in work house hospitals. It recognizes
that special quarantines and special treatment are
essential for restoration and cure.

These" hospitals should be self-supporting from the
work of the inmates, and the money they are able to
pay for their care and treatment.

Finally, the social science problem of this great
drink evil for 1892, is not touched by prohibition,
moral suasion, the pledge or the prayer. These are
merely agitations, long roll beats, rousing public in¬
terest. The real evil is farther back, and yet nearer
to all our relations of life. In closer contact with
our homes, and the almost infinite range of causes,
that enter into the success or failure of life.

To-day, over half a million inebriates are suffer¬
ing and dying in this country, unknown and unrec¬
ognized practically. The number is increasing, and
the losses from them are increasing. This army of
inebriates are whirled along on their last march to
the valley of death, and the mouth of a hell that
stretches on into the future, crippling the generation
to come. They may have a flashing instinct that
some one has blundered, but there is no time for

question or reply. On, on, obeying orders not heard
by the coarser senses, and following lines of march
that lead to extinction.

The scientists looking beyond the mass of clouds
and darkness which surround this subject, find that
the inebriate is no exception to the vast armies of
diseased, and his restoration and cure are along the
same physical lines of cause and effect.

Insanity has been studied over a century as a dis¬
ease and yet only a few facts have been established,
and preparation made for more exact study. Ine¬
briety, an infinitely more complex disease, is un¬

known, practically. Only a few pioneers are ap¬
proaching it from the physical side, and yet the facts
are so numerous and startling, and the possibility of
prevention and cure so positive, that the enthusiasm
of the student increases at each step. An enthusiasm
and confidence that behind all this mystery of ine¬
briety will be found a majestic order of forces,
springing from unknown causes, moving in unknown
orbits, and about unknown centers ; also, not far
away, all this confusion of theory and practice will
disappear, and inebriety will be treated and cured as
other diseases are.

REPORT OF THE SURGICAL CLINICS,
Held at the Western Pennsylvania Hospital, before the Students of the

Western Pennsylvania Medical College,
BY PROF. J. B. MURDOCH.

[Reported by E. E. Wible, M.D., a member of the Graduating Class.J
(ContinuedJrom page319.)

November 8, 1890.
FRACTURE OF THE BASE OF THE SKULL.

This man, set. 27, was hurt and admitted to the hos¬
pital on October 16, 1890. He is a brakeman on the
Pan-Handle Railroad. While riding on top a box
car a stone came rolling down the side of the hill
near the Point Bridge and struck him on the forehead
above the left eye, causing insensibility of the patient
to some extent, bleeding at the nose and at the left
ear and ecchymosis under the sclerotic coat of the left
eye. When you have a patient that has received a
blow on the vault of the cranium sufficient to cause a
fracture, although you may not be able to find one,
and there is a bloody watery discharge from the ear,
ecchymosis of the eye, you have a right to suspect a
fracture at the base of the skull.

Fractures of the base of the skull may be caused
in three different wa/s, viz.: 1. By the extension of
the fracture from the vault to the base of the
skull. 2. By " contre-coup " where from a fall
or blow on the vertex the fracture is produced
in a place diametrically opposite to that struck.
This sort of fracture is sometimes disputed,
but post-mortems show that it does occur. 3. By
a shock being received through the spinal column
against the condyles of the base of the skull by a
fall from a height on the feet or hips.

Fractures involving the anterior fossae of the base
of the skull will cause the orbital plates to be broken
or fissured. Haemorrhage into the orbit and areolar
tissue about the eye, known as ecchymosis, is com¬

monly considered as evidence of a fracture of the
anterior fossa. This form of ecchymosis must, how¬
ever, be distinguished from the subconjunctival and
subcutaneous ecchymosis, which constitutes the ordi¬
nary "black eye," by the fact that it is unaccompa-
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nied by contusion of the superficial structures.
Fracture in the middle fossa involves the petrous
portion of the temporal bone.

Haemorrhage from the ears and a discharge of thin
watery fluid from the ear or nose are considered im¬
portant signs in this form of fracture. Fracture in
the posterior fossa usually involves the petrous por¬
tion of the temporal bone, and the important signs
are the same as in fracture of the middle fossa.
Fractures of the base of the skull are not necessarily
fatal, which is proven by examples we see in
museums. The danger as to recovery depends not
so much on the fracture as on the amount of injury
done to the cranial contents and the subsequent in¬
flammation resulting therefrom. Patients may have
bleeding from the ear and not have any fract¬
ure, the bleeding being caused by rupture of the
membrani tympani. This may be differentiated
from fracture by the reason that in the latter the
haemorrhage is profuse and long-continued. The
other symptom, which is the more pathognomonic, is
the discharge of the watery fluid from the ear. It
sometimes continues to flow for several days, and as
much as a quart has been known to escape. This
discharge is, in most cases, due to the escape of the
cerebro-spinaj fluid ; it is rapidly renewed after its
escape. This man had a narrow escape, as
such injuries are very liable to result in inflam¬
mation of the brain. The treatment in olden
times in these cases consisted in the abstraction of
blood, which procedure is, no doubt, valuable ; but
by free purgation we derive just as much good. In
this case, we administered the pulvus jalapae com-
positus to produce purgation, which was followed by
small doses of calomel, and repeated until it pro¬
duced a slight touching of the gums. We applied
an ice cap to his head for its local antiphlogistic
effects. And in addition to the medicinal treatment
we enjoined rest and quiet in a darkened room, and
the patient not to be talked to ; this being as im¬
portant as the medicines. He also had some bromide
of potassium to produce sleep. He is feeling well
now, has some appetite, and all he needs now is some
tonic treatment. The following will be given him,
viz. :

R—Potass iodide, 3 drachms.
Ext. Ergotie fl., 4 drachms.
Tr. cinchonœ co. ad., q.s., 3 ounces.

Dose—A teaspoonful.
SUPPOSED FRACTURE OF THE NECK OF THE FEMUR.
I next show you this colored man, aged 17, who

last December, while working about a building, fell
sixty feet, striking on his right side and buttock.
He was not able to walk for three months thereafter ;
what his treatment was we do not know. He was
sent here for treatment for disease of the hip-joint.
I have not made out a positive diagnosis yet, and if
any of you can help me I will be much obliged to
you. When standing erect, you see, the right heel is
about an inch from the floor. By measuring, we find
the right leg to be 34£ inches from the anterior supe¬
rior spinous process of the ilium to the inner mal-
leolus, and the left leg 36 inches, showing a shorten¬
ing of one and a half inches in the injured limb.
This is one of the most difficult cases of diagnosis
that I have ever encountered. If it is a dislocation
at all, it is one on the dorsum ilii ; there are, as you
know, four dislocations of the head of the femur.
It might be a fracture of the neck of the femur, be-

cause in this there is also shortening of the limb.
We are deprived of crepitus on account of the long
time since the injury. There is very little motion at
the hip-joint, nearly complete anchylosis. Thus you
see we have some symptoms that point to a fracture,
and some to a dislocation. My own opinion is that
it has been a fracture of the cervix femoris. The
immobility being caused by the abundant callus
thrown out. By applying "Nelaton's test line," which
is one drawn from the anterior superior spinoua
process to the tuber ischii, we find that the trochan¬
ter major is one and one-half inches above this line,
while in the normal limb this line crosses the tip of
it. To diagnose these cases, sometimes a long needle
is passed into the acetabulum to ascertain whether
or not the head of the femur is there present. In
diagnosing these cases hip-joint disease must be
taken into consideration ; but the history of this case
excludes that. In making a differential diagnosis
between fracture of the neck of the femur, and dis¬
location on the dorsum of the ilium, the followingwill be found to be valuable :

FRACTURE.
1. Frequent in advanced life.
2. Often caused by fall on trochanter major.3. May have crepitus.
4. Preternatural mobility.
5. Limb rotated outward.

DISLOCATION.
1. Rare in advanced life.
2. Never caused by fall on trochanter major.
3. Xo crepitus.
4. Preternatural immobility.
5. Limb rotated inward.

November la, 1890.
ACUTE SYNOVITIS.

Gentlemen: Here is a man, who, last Thursday, in
trying to jump from a moving train, fell, causing
several slight scalp wounds and an injury to his
right knee. It was thought at the time that it was a-
fracture of the patella. But we find such is not the
case. We now find the joint full of a serous fluid,the result of an acute synovitis, which is a serious
affection. You will notice on the dissection of the-
cadaver, how extensive the synovial sac of the knee-
is. It is said by some one to be as large as the-
pleura. Here we have severe aching pain in the
joint, increased by motion, great swelling, accelerated
pulse and all the symptoms of acute inflammation.
If this inflammation is arrested at once, it is a mat¬
ter of not much moment, but if allowed to go on to
suppuration, it may endanger the life of the patient as
well as the usefulness of the limb. Rest and the appli¬
cation of an ice bag will often arrest the inflammation
in its early stages. This limb will be put upon a
double inclined plane, and a bag of pounded ice ap¬plied. Perfect rest of the joint is the first thing to
be enforced ; this will be attained by putting the
limb in a splint. The application of fifteen or
twenty leeches around the joint, would be a very
proper course of treatment, followed by the applica¬tion of an ice-bag, but as we do not have the leeches
we cannot do that. I suppose to do something better
than the application of leeches, an operation that has
done more benefit and to more people than any other
operation, that is plebotomy, venesection or bleeding.Fifty years ago it was a custom for healthy people to
be bled in the spring of the year, and it was thoughtto be necessary for the maintenance of their health
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so to do. In acute inflammation of serous mem¬
branes, I still regard it a very useful remedy. The
elder Prof. Gross, of Philadelphia, said at a meeting
of the American Medical Association once, that it
was a lost art, and he inquired of the physicians
present, about five hundred in number, if any one of
them had a thumb lancet in his possession, and not
one of them answered that he had. I have no doubt
that before you are as old as I am this method will
be revived again. The operation consists in tying a
handkerchief around the arm above the elbow, so as
to arrest the venous but not the arterial circulation,
having the patient in a sitting posture, and grasping
a stick or broom handle to steady the limb, which is
held out in a semi-supine position. I will not cut
the vein entirely off. I will make the incision, ob¬
liquely, into the median cephalic vein, being careful
not to cut too deep, because in so doing I might cause
a varicose aneurism. Bleeding to the point of syn¬
cope is thought proper when an inflammation is
serious, but as it is not necessary so to do in this
case and the patient objects to it, a smaller quantity
will suffice. I believe within the next ten years every
intelligent physician will have a thumb lancet in
easy access.

Inflammation of the synovial membrane bears
about the same liability to the loss of a limb as in¬
flammation of the pleura does to the liability of loss
of life. Now as we have bled him sufficiently I take
off the handkerchief and the bleeding stops. We
will dress the wound with bichloride gauze and a
roller bandage. The ancients believed that when the
blood would assume a buffy coat on its surface, when
left standing for some time, it was proof that it had
answered a good purpose on account of having too
much fibrin in the blood. In addition to the bleed¬
ing we will give him a cathartic of an ounce of sul¬
phate of magnesia daily, and if he has pain, morphia
a quarter of a grain. All the treatment that the
scalp wounds need is the cleansing with soap and
water, and anointed with sweet oil or vaseline.

AMPUTATION OF A FINGER.

This man, two weeks ago while chopping wood, was

driving a wedge with an ax, when the ax slipped off
the wedge, inflicting a compound dislocation and in¬
jury extending into the metacarpo-phalangeal joint
of the index finger of left hand. The head of the
metacarpal bone was cut off. I propose to amputate
the finger. Sometimes in amputation you will be at
a loss where to get sound tissue enough for the flap,
so it is somewhat in this instance. I will make the
flap from the inside of the forefinger.

Having now severed the finger, I remove all the
unhealthy tissue with a Volkmann's spoon. I do not
hope to get union by first intention on account of
the condition of the tissues in the wound, but it will
heal by granulation.

INJURY TO THE ELBOW JOINT.

This man received an injury to his elbow joint,
November 6, while in a railroad wreck at the West
Newton, Pa. Fractures of the elbow are the most
annoying that a surgeon is called to. In examining
an elbow, place a finger on each condyle of the hu¬
mérus, then find the point of the olecranon process,
which in the normal position will be midway be¬
tween the condyles. Then by flexion, extension and
rotation the nature of the injury can be made out.

By flexion and extension you can determine a frac¬
ture of the internal condyle ; and by pronation and
supination a fracture of the external condyle. By
remembering this you will be able to differentiate
between these two forms of fracture. There is no
crepitus here now on account of the time that has
elapsed since the injury. An important point is never
to forget passive motion. Hamilton recommended
that passive motion should be employed from the
seventh to the tenth day after the fracture in
children.

I believe that no passive motion should be em¬

ployed until some union of the fracture has taken
place, and until it does not produce pain to the pa¬
tient, which is usually three or four weeks after the
injury.

DISLOCATION OF THE HIP.

This man, an Italian, is the person for whom I re¬
duced a dislocation of the head of the femur on the
the dorsum ilii, yesterday, in the presence of a num¬
ber of you. While pushing a truck and in a stoop¬
ing posture, another truck came up behind and struck
him on the buttocks, dislocating the right hip joint.
You remember the patient was anaesthetized, and
after several fruitless attempts to reduce it by flex¬
ion, abduction and rotation of the thigh, it was after¬
wards reduced by extension and--counter-extension.
The extension must not be made in the line of the
axis of the body, for in so doing you will only pull
on the ilio-femoral or "Y" ligament; but make the
extension in a direction across the thigh of the other
leg. You see the legs are parallel now and both
everted, while before the reduction yesterday, there
was shortening of the affected limb, inversion, alter¬
ation in the shape of the hip and the axis of the
thigh crossing the other at its lower third.

November 22, 1890.

Gentlemen: I want to show you, this morning, the
patient for whom I reduced a dislocation of the hip
a week ago. You notice he walks a little lame. You
remember we reduced it by extension and counter-
extension after several futile attempts to reduce it by
manipulation. Since the days of Hippocrates, a con¬

troversy has been going on among surgeons as to the
best method of reducing a dislocation of the hip.
The methods, by manipulation and extension and
counter-extension, are the principal ones employed.

Within the last fifty years the process by manipu¬
lation has about superceded the process by extension
and counter-extension. This was the seventh case
that I have had where manipulation has failed and
extension and counter-extension succeeded readily.
I have resolved hereafter always to try extension and
counter-extension first, because if I do fail by it, it
will do no harm to the joint, while the method by
manipulation does injure the capsule to some extent
and may even produce a fracture of the neck of the
femur. So I would advise you to employ extension
and counter-extension, with your foot in the perineum
and making traction with your hands, having the
patient profoundly anaesthetized. The rent in the
capsule is usually at the lower part, and hence
by extension and counter-extension you reduce
the dislocation by way of the rent in the capsule.
The lameness is due to a slight inflammation of the
capsule and ligaments surrounding the joint; but
this will soon subside, and he will be discharged
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from the hospital in a very few days. I only show
him to-day that you may see his condition and fol¬
low up the case.

FRACTURE OF THE CLAVICLE.

I am very glad to show you this case, because it
Telates to what I am lecturing on now, didactically,
the subject of fractures.

This man while chopping down trees, day before
yesterday, was struck by a limb of the tree, sustain¬
ing a scalp wound and a lacerated wound of the skin
of the cheek. He was thrown to the ground, sus¬

taining an injury to his left shoulder. He complains
of pain when the left shoulder is moved ; he can,
however, place the hand and arm of the injured
shoulder in the position employed in the Dugas' test,
showing that no dislocation of the shoulder can be
present

Passing my hand along the clavicle, I find a false
point of motion and the usual signs of a fracture of
the clavicle, which I want to speak to you about to¬
day. You will please notice the position of the
shoulder, the left or injured one is lower than the
right. Let us now follow the course of fractures from
their causes ; the exciting causes are external violence
and muscular action. External violence may act di¬
rectly or indirectly. This is an example of indirect vio¬
lence, which we learn from the history of the accident.
The symptoms of fractures are divided into subjective
and objective. The subjective are, as we find them
in this case : pain and history of the accident. The
objective signs are deformity, the left shoulder
droops and hangs lower than the right, and in meas¬

uring from the sternal notch to the acromion pro¬
cess, on the injured side, I find that it measures 6£
inches and on the uninjured side, 7i inches. Beside
these signs, we have pain, loss of function, false
point of motion and crepitus.

The clavicle is usually broken near the outer end
of the middle third, the displacement consisting
mainly of the outer fragment, which is drawn down¬
wards by the 'weight of the arm, and inwards by the
action of the muscles attached to the humérus and
scapula, viz. : the pectoralis major, the latissimus
dorsi, the rhomboidei, trapezius, levator anguli
scapulae, and pectoralis minor.

Next to the radius, the clavicle is more frequently
fractured than any other bone of the body. Fracture
of this bone occurs very frequently in children, from
falling from their carriages or high chairs. In adults
the displacement of the outer fragment of the bones is
downwards, backward and inwards. The downward
displacement is caused by the weight of the arm, the
backward and inward by the action of the muscles
attached to the scapula. The tilting up of the inner
fragment is caused of the action of the sterno-cleido-
mastoid muscle. The line of treatment, is to restore
the deformity, which is done by relaxing the sterno-
 cleido-mastoid muscle, by preventing the weight of the
arm from dragging down the outer fragment and by
fixing the scapula. All this can be accomplished by
position alone, carrying the shoulder upwards, out¬
wards and backwards.

Probably the best treatment is· to put the patient
on his back, on a hard mattress, and the arm flexed
and carried across the chest so that the hand rests on
the sound shoulder.

By this simple method, the deformity in most cases
can be completely reduced,but it is seldom that persons

will submit to this plan of treatment. Society ladies,
however, will usually submit to any kind of treat¬
ment that will restore their good forms ; because the
deformity resulting from a badly united clavicle
would sadly impair their forms for low cut dresses.
Patients are very liable to get well with some deform¬
ity even when the best of treatment is employed, but
happily it does not interfere with the use of the arm.

Dr. Moore, of Rochester, suggests a dressing which is
a very good one ; it consists of a piece of muslin or
canton-flannel about three yards long and ten inches
wide, applying the middle of the bandage to the
point of the elbow, then bringing the inner extremity
up over the fractured clavicle, across the back, throughthe opposite axilla and up over the sound shoulder ;
the other extremity through the injured axilla, across
the back, over the opposite shoulder, through the ax¬
illa and fastened to the other extremity.

I think this a very excellent bandage and it can be
made of a scarf or shawl. In addition to the band¬
age the hand is carried in a sling. Moyer's method
consists in taking a square piece of muslin, fold it
diagonally, passing it around the body so as to catch
the elbow, the arm being in the "Velpeau position,"
and tying on the back, the two hanging corners of
the muslin are carried up inside the arm and tied
around the neck. This method is convenient for
children. Mr. Goslin has adopted a different method
of the last named bandage ; he puts the arm right in
the fold ; tying it as in the former, behind, and the
other two ends tied around the neck ; the bandage
applied in this manner is not easily displaced.

Velpeau's bandage is a common one. The fracture
is first reduced, the hand placed on the sound shoul¬
der, and a compress placed between the side of the
chest and injured arm. The manner of application
is as follows : the initial extremity is placed in the
axilla of the sound side, carried over the back, over
the injured clavicle down on the front and outside of
the arm, under the point of the elbow and over the
chest to the sound axilla. Make two similar turns to
fix it; then pass circular around the chest advanc¬
ing up the arm towards the clavicle ; then make a
turn around the body. This bandage will not be re¬
tained very long unless it is pinned, or starch or sili¬
ca is rubbed into it. Formerly it was the practice to
put on a posterior figure of eight bandage, but it is
very uncomfortable to the patient and they rarely
submit to it. Experience has proved that it is not a
good bandage. Another plan is to put a board or yoke
on the back and draw the shoulder back to it ; this
would do very well if it could be borne by the patient

Another method is the three bandages of Desault.
The first bandage is to hold a pad in the axilla,
which should be about 2 inches thick, and reaching
from the axilla to the elbow, which acts as a fulcrum,
and using the humérus as a lever, the fragment is
drawn outwards. The second bandage acts as the
force to the humérus over its fulcrum, the pad, and
reduces the inward displacement and brings the frag¬
ment outwards. The third bandage is to lift the
shoulder upwards. The initial end of the roller is
placed in the sound axilla, as in the Velpeau bandage,
passed across the breast to the seat of fracture, where
there must be placed a compress, over this and down
the back of the arm to the elbow ; thence upward to
the sound axilla, through it, over the back, over the
fracture, down the front of the arm to the elbow, and
then to the back ; then to the sound axilla ; through
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this and over the chest to the fractured clavicle. The
third bandage of Desault forms two triangles ; one is
in front and the other is behind the chest. It is quite
complicated, and liable to become disarranged unless
pinned at every crossing. Another favorite dressing,
and one that is very effective, is that of Dr. A. Sayres,
of New York. It consists of adhesive plaster 3 inches
wide. One strip is applied by forming a loop around
the arm of the affected side, well up the axilla ; then,
having the arm in position, draw the strip around the
body over the back, draw it tightly and secure it to
the chest, thus drawing the outer fragment outwards.
A second strip is placed under the elbow and both
ends fastened over the opposite shoulder drawing
it backwards, at the same time supporting the fore¬
arm. When there is difficulty in holding the frag¬
ments in apposition there is no method so effect¬
ive as this, except the position on the back.

ABSCESS OF THE THIGH.

This man sustained a fracture of the femur two
years ago. Some time after its union, an abscess oc¬
curred at the place of fracture, and some pieces of
bone came out, going to show that there was some
disease of the bone. By measuring, I find the in¬
jured limb If inch shorter than the other. I see
scars where abscesses have been. At present the
outer and posterior surface has the appearance of an
abscess. I propose to open this and examine the
bone with a probe, and if any diseased bone or loose
pieces of bone are present, I will remove them. I
will open the abscess first, making a free incision. I
suppose there is tubercular matter in this, and upon
a microscopical examination we might find the bacilli
of tuberculosis. There is a cloaca here, and when
they are present, they generally lead down to diseased
bone. I pass a probe and find a roughened condition
of the bone, but not diseased portions. I will put in
a drainage tube through the limb, and thus hope to
cure the sinuses.

This is what is called through drainage, and it is
employed in compound fractures. It will be thor¬
oughly washed out with antiseptic fluid, also scraped
out with a Volkmann's spoon. The large incision on
the outer side of the leg will be partly sewed up with
catgut sutures. It will be put up in the usual anti¬
septic dressings, and I will direct that it be washed
out every day, and we thus hope to effect a cure.

November 29, 1890.
Gentlemen : I propose to make some remarks about

fractures, as that is the subject I am lecturing on now.
Fractures of the femur may be divided into three
classes, viz. : 1, those of the upper extremity may be
subdivided into intra-capsular and extra-capsular.
This was the classification of Sir Astley Cooper, and
it is a very good one. A fracture within the capsular
ligament is usually considered by surgeons as one
that does not unite. There may be some rare excep¬
tions. The causes of non-union of intra-capsular
fractures are on account of the deficient vascular
supply to the fragment, the difficulty in keeping the
fragments in apposition, and the presence of the sy¬
novial fluid at seat of fracture.

Fracture of the neck of the femur occurs usually
in old people, 60 years or more of age, and most fre¬
quently in women. The cause of fractures being
more frequent in old persons is usually said to be an
excess of earthy matter in the bones. This theory is

now about abandoned, because on examination of
the bones of old persons it is found that the compact
substance has become thinner than normal, and the
cells in the spongy substance larger, hence there is
really less bone, and consequently more fragile. In
old people a very trivial cause may produce a frac¬
ture, such as slipping from a curbstone, tripping over
a loose piece of carpet, an unexpected step, or even

turning in bed. We are never able to tell exactlywhether a fracture is intra-capsular or not. Extra-
capsular fracture of the neck of the femur occurs
more frequently in younger persons, caused by falls
on the trochanter or other direct violence. This form
of fracture unites well, the amount of callus being
very large. The shortening in these cases of intra-
capsular fracture, determined by measurement from
the anterior superior spinous processes to the inner
malleoli, is usually small at first (about ^ inch),
and subsequently increased to li or 2 inches,
by the giving way of the ligaments and the cap¬
sule. When this gradual shortening takes place,
you may be certain that it is intra-capsular. "In
extra-capsular fracture, the shortening is as much at
first as afterwards. Both these varieties may be im¬
pacted fractures, the neck being driven into the head
or into the spongy portion of the trochanter major.

It is very important that you do not break up the
impaction by your manipulation, because the union
would not take place near so readily, or probably
never.

( To be Continued.)

CASES TREATED BY METHYL-VIOLET.
Reported to the Kansas City Academy of Medicine, January 2, 189-2.

BY FLAVEL B. TIFFANY, M.D.,
PBOFESSOR OP OPHTHALMOLOGY, UNIVERSITY MEDICAI. COLLEGE, KANSAS

CITY. MO.

Case 1.—Phlyctenular keratitis or papillary corne-
tis as treated by methyl-violet. Dosia Huston, age
5 years, was brought for treatment December 11,
1891. History as obtained from the father : " Child
has had very sore eyes for over a year ; has not been
able to open her eyes nor bear any light for several
months. Her face has been sore and covered with
scabs for a long time. The eyes constantly water,
and tears seem to scald the face. She never wants
to go in the light, but begs always to stay in the
house where it is dark ; she lies much of the time
with her face on the floor with her sunbonnet on, or
face buried in a pillow or on her mother's lap. If
up, she goes with hands over the eyes."
. The face of the child when brought was covered
with a purulent mass of scabs, and the child would
scream with pain when any light was allowed to come
to her eyes. She insisted on having a sunbonnet
drawn closely over the face, shading the eyes. The
eyes were firmly closed, and upon opening the lids I
found the eyeballs turned up under the lids away
from the light, and I was obliged to use lid retractors
in order to get a view of the corneae. When I was
able to see them, I found numerous papules upon
the cornea. There was also pemphigus or watery
blisters of the face, scalp and feet, as well as other
parts of the body. I had a photograph taken of the
child under chloroform, which shows a mass of
scabs over the face. (The etching does not show as
well as the photograph.) I commenced the use of
methyl-violet in fluid form, 1 to 1,000, dropped into
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